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Drug Addiction in Pregnancy [Abridged] Mr Roger Neuberg' (The Middlesex Hospital, London WI) Review of the Problem The drug-dependent pregnant woman is no longer a rarity in obstetric practice. The drug problem in this country is one of multiple drug abuse. Over a remarkably short period of time it has assumed a bewildering number of forms. In this paper the effects of heroin, amphetamine, cannabis, and barbiturate dependence on both mother and feetus are discussed.
In all the reported series antenatal care is virtually absent. The patient frequently presents as an unbooked case in labour, and resists antenatal admission unless she is ill. Once in hospital, however, vigorous attempts should be made to treat her dependence.
If the narcotic addict's drug dependence is not diagnosed when she presents herself for the first time in labour, withdrawal symptoms in the baby may go unrecognized with fatal results. Only if all unbooked patients who have had no antenatal care are suspected of being dependent upon drugs, regardless even of their denial of any drug abuse, will we be alert to the possibility of neonatal withdrawal problems developing and recognize them early. Careful physical examination of the patient is important so that the stigmata of drug dependence are not overlooked (Rosenthal et al. 1964) . The development of maternal withdrawal symptoms is much more reliable.
The evidence for chromosomal and foetal damage resulting from lysergic acid diethylamide (LSD) abuse in early pregnancy is of a conflicting nature and depends on whether the LSD under test is pure LSD or 'illicit', i.e. allegedly pure (Dishotsky 1971) . There is no evidence yet of congenital malformations in delivered infants where the mother has taken only pure LSD in early pregnancy, but there are several reports of foetal abnormalities among the babies of illicit LSD users, who form the largest group of LSD abusers. On the basis of present knowledge, therefore, very serious consideration should be given to termination when a patient has taken illicit LSD in early pregnancy. Furthermore, any request from a known drug addict for termination of pregnancy should be granted since these ' Present address: The John Radcliffe Hospital, Oxford patients are very ill-equipped for coping with the responsibilities of motherhood.
The baby is the only easily curable addict, since its drug dependence never has a psychological basis. But these babies run a considerable risk of becoming grossly neglected and even drug addicted on returning to the maternal environment. Whenever possible they should be placed in care for their own protection, and hopefully for their adoption. The liaison between this centre and the Obstetric and Gynxcological Department enabled experience to be gained in the management of the pregnant drug addict. Although only a comparatively small number of cases were seen the problems encountered were similar to those reported from larger series in the American literature (Stern 1966 , Stone et al. 1971 ). The absence of any such series from this country prompted this report, as it is likely that the majority of obstetricians will only encounter isolated cases during their clinical practice.
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Material
Fifteen drug addicts became pregnant during the 4-year period under review and 12 of these were attending a drug dependency centre. The duration of their addiction ranged from two to ten years. Eight of the patients were nulliparous. They were all British, in contrast to the present reproductive population of Paddington, nearly one-third of whom are from overseas. The consort was a known addict in 10 cases.
Seven out of the 15 patients gave a history of either oligomenorrheea or amenorrhcea. Absence of menstruation is a well-recognized feature of heroin addiction and is probably due to a neural block between the hypothalamus and pituitary with resulting absence ofgonadotrophin secretion. This is the most likely explanation for the high incidence of infertility in this group of patients, although pelvic sepsis, lack of libido and male impotence have also been blamed.
Antenatal Period Three of the 15 patients had abortions, 2 spontaneously and 1 induced. This last case was done in a private nursing home and tragically resulted in death from septiczemia one week later. Twelve patients continued with their pregnancies and only half of these attended the antenatal clinic before the 30th week of pregnancy. Six were regular attenders at this clinic, 4 attended spasmodically and 2 were first seen on admission as unbooked cases in labour.
There were few antenatal complications. One patient had a severe folate deficiency anemia and her pregnancy was further complicated by Rhesus disease and pre-eclampsia. The main problem encountered was the uncertainty of dates resulting from either a failure of the patient to record the last menstrual period or the associated infrequent menstruation. Four patients were admitted for estimation of maturity and this also provided the opportunity for drug supervision and attempted withdrawal.
Drugs Taken
One patient was taking heroin (360 mg/day); 4 were taking heroin and methadone hydrochloride (Physeptone) (largest doseheroin 60 mg and Physeptone 40 mg/day); 4 patients were taking Physeptone alone (largest dose 40 mg/day); 1 was taking pethidine (dose unknown) and 2 were taking amphetamines. The reason for the number of patients taking Physeptone is the policy of the Drug Centre to attempt partial or complete substitution for heroin by Physeptone, as it is easier to achieve withdrawal on the latter. In only 3 patients was it possible to stop drugs before delivery. Two patients on Physeptone stopped three weeks and six weeks before labour and 1 patient on heroin and Physeptone stopped four weeks before labour.
Labour
Labour was induced in 5 cases, 3 for social reasons, 1 for Rhesus disease and 1 for postmaturity. In the other 7 patients the onset of labour was spontaneous. They were all over 36 weeks gestation apart from 1 premature labour at 28 weeks. The incidence of prematurity amongst addicts has been quoted as high as 50% but this was not the case in this small series.
Labour itself was normal in all cases, 10 out of the 12 being under twelve hour's duration. There was clinical evidence of foetal distress in one patient but she was managed conservatively with foetal blood sampling and achieved a spontaneous delivery, as did all the others. One patient had a retained placenta.
It was impossible to reach any conclusion regarding analgesic requirements in labour. Seven of the patients willingly accepted the normal dosage of pethidine used in the Department. Two required no analgesia and the remaining 3 had epidural blocks. This last method was used hesitantly because of its possible dangers in the presence of multiple infected skin areas from self injection. Nevertheless it has one strong advantage, in that the risk of hepatotoxic effects associated with general anesthesia in this group ofpatients can be avoided.
Puerperium
Five of the 12 patients took their own discharge. The follow up of all 12 was disappointing; 4 are still attending the Drug Centre, 1 is in prison, 1 is back in hospital with hepatitis and the remainder have vanished without trace.
Fate ofthe Babies There were 11 surviving babies after the early neonatal death of the 28-week premature infant. Five developed the features of the narcotic withdrawal syndrome and the duration of special care varied from 4 to 58 days, but all survived. The mothers of 3 of these babies were taking heroin and the remaining 2 were taking Physeptone alone. The latter group is important because it has been suggested that such babies do not have withdrawal symptoms (Wallach et ao. 1969) . The babies of the 3 patients who stopped drugs before delivery were all unaffected.
The weights of 3 of the 11 babies were below the tenth percentile for their estimated maturity and the high incidence of feetal growth retardation in this group of patients has been a consistent finding in other reported series.
Follow up of all the babies has been disappointing as, in spite of every effort by the social services, 3 cannot be traced. A further 3 are attending the pediatric department with their mothers. The most alarming feature, however, is that the remaining 5 children have all had to be taken into care by the local authority.
Conclusions
The pregnant drug addict presents obstetric problems related to her antisocial behaviour and the possible effects of the drug on the feetus. She is a poor attender and frequently fails to co-operate. It may be impossible to assess accurately the estimated date of delivery because of previous amenorrhoea and this fact, together with the high incidence of foetal growth retardation, makes babies of drug addicts a high-risk group which requires careful monitoring during pregnancy if possible. Whenever possible heroin should be replaced by Physeptone during the antenatal period and ideally the mother should come off all drugs during the last four weeks of pregnancy.
Labour itself appears to present no problems, but general anesthesia should be avoided.
The narcotic withdrawal syndrome should be looked for in all babies as, if recognized early and adequately treated, prognosis is excellent. The danger lies in the failure to recognize this condition in a sick child of an undetected drug addict mother. The follow up of these babies by both peediatricians and social workers is vital to their future well-being. The Pregnant Narcotic Addict: A Psychiatrist's Inpression It may be more profitable to study in depth those addicts we know well, assaying the credibility of their stories and exploring their way of life, than to compile statistics from superficial questioning of addicts set on being dishonest. 'Junkies' are incredible liars. Every word has to be doubted. They are reminiscent of the old-time abortion seekers with their threats of suicide and ingeniously deceptive tales, although they were paragons of truth in comparison. Accordingly, an unapologetically impressionistic account of narcotic addicts is given, based on experience gained at the St Mary's Drug Dependency Centre.
The young narcotic addicts of today form a loosely knit, 'junkie' subculture, asocial in terms of our orthodox society. Its formation is a problem of great complexity, inexplicable pharmacologically or psychologically. Admittedly heroin is addictive, and admittedly there are some people who are psychologically prone to addictionto food, tobacco, alcohol or drugs; but the problem is mainly sociological. There is the myth of the happy well-balanced young person suddenly (at a party say) infected by the highly contagious heroin and in consequence drifting into this subterranean way of life. But the addict-to be is not involuntarily dragged into heroin enslavement; he is attracted to the 'junkie' subculture because he needs to escape from the particular pursuits, aspirations and values which our society demands of him, but which he is either unable or unwilling to accept. 'Dropping out', or sometimes more accurately being dropped out, is the solution to his social predicament. Once he has drifted towards the 'junkie' subculture he takes 'junk' and is proud of it.
The ethic of this subculture is a psychological hedonism -a taking no heed for the morrow. Petty thieving is part of life, work is an anathema and many have a record of multiple convictions starting before their drug abuse commenced. Surprisingly enough, once they have been removed from drugs and the junkie culture, and once an alternative solution to their social predicament has been found, they can turn out to be friendly and responsible people. This is the kind of person the obstetrician has to deal with when a pregnant addict comes, or more likely is brought, for his help. All the narcotics in China will not prevent her missing appointments or make her change from sugar buns to a diet more suitable to a pregnant woman. Nor will cutting down her narcotics, if one could. Pregnancy has a maturing, socializing influence on addicts but sometimes it is slight.
Narcotics reduce libido but withdrawal increases it. Thus a heroin-addicted couple profligate with their day's supply can be strongly passionate next morning before the chemist opens. In general women who have drifted into the junkie subculture dearly desire to have a baby. It is something at which they could be as successful as the next. Untrammelled by the career aspirations and social ambitions of their counterparts in orthodox society they want to become pregnant right away. The amenorrhoea which often results from narcotics beguiles them into wishfully feeling the early symptoms of pregnancy. It is known for an addict refractory to various therapeutic approaches to give up drugs on accepting that they are responsible for her sterility. Contraception is eschewed, although this could be purely hedonistic incaution. When they do become pregnant they spurn abortion.
Like pregnancy, motherhood has a sobering effect on the addict. On rare occasions it prompts her to give up drugs. Not infrequently addicts become fairly responsible mothers. Although they continue taking drugs, their life pattern is more organized and their children seem reasonably happy and healthy. But with others the maturing effect obtained is not enough and when the baby grows into a restless crawling child they cannot cope and it begins to suffer neglect. The grandmother may take over. Otherwise, although the addict mother will resist it, fostering is necessary.
